Introduction
Lymphatic leak and lymphocele are well-known complications of kidney transplantation. 1 The incidence ranges from 0.6% to 22%. [2] [3] [4] [5] These lesions are progressive and have a tendency to recur. Lymphoceles usually present more than four weeks after renal transplantation. However, they may also develop in immediate post transplant period. Likely, the disruption of the normal lymphatic channels during perivascular dissection or disruption of hilar lymphatic vessels is the cause of these collections.
The treatment of symptomatic lymphocele is usually surgical. Recently minimal invasive therapy has been advised with aspiration of lymphoceles and instillation of different sclerotic materials. [6] [7] [8] [9] We present a case of recurrent lymphocele in renal allograft recipient treated successfully with instillation of povidone iodine as a sclerotizing agent via percutaneous drain.
Case report
42 year old male, a case of end stage renal disease on maintenance hemodialysis underwent a live related renal transplant with mother as donor. Antithymocyte globulin (ATG) induction was given and he was started on triple immunosuppression with tacrolimus, mycophenolate mofetil and prednisolone. Post operative period was uneventful and he was discharged with a serum creatinine of 1.3 mg/dl. He had a stable post transplant course until 2 month after transplant when he presented with pain in right iliac fossa and gradual decrease in the urine output. On evaluation he was found to have graft dysfunction and his serum creatinine had increased to 3.60 mg/dl. There was no history of fever and hematological profile was within normal limits. Ultrasonography revealed an anechoic collection abutting the renal allograft associated with graft hydronephrosis. Single time needle aspiration of the collection was done. Analysis of the aspirated fluid revealed cholesterol level of 282 mg/dl, triglyceride level of 680 mg/dl, and white blood cell (WBC) count of 3400 cells/mm 3 , with 99% lymphocytes and 1% eosinophils, proving the fluid to be lymphatic in origin. Hence the diagnosis of lymphocele was confirmed. After aspiration the repeat ultrasound showed disappearance of perigraft collection and resolution of graft hydronephrosis. There was a gradual decline of serum creatinine level and the patient was discharged in a satisfactory condition with serum creatinine 1.4 mg/dl. After 15 days, the patient was admitted again with similar complaint of pain in right iliac fossa with a rise in serum creatinine to 3.9 mg/ dl. Ultrasonography showed a similar anechoic collection in pelvis compressing the ureter of renal allograft causing proximal hydronephrosis (Fig. 1) . Non contrast CT abdomen showed a perinephric collection causing compression of graft ureter resulting in renal graft hydronephrosis (Fig. 2) . In view of recurrent collection, the patient was treated with ultrasound guided percutaneous placement of an 10F soft drainage catheter under local anesthesia. 20 cc of 0.5% providone iodine was instilled and dwelled in the cavity for 30 min three times daily. Ultrasound showed progressive decrease in the size of lymphocele. After 15 days of therapy, noncontast CT scan ( Fig. 3 ) was done which confirmed the complete resolution of lymphocele and perigraft catherter was seen in situ. Then, catheter was removed and patient was discharged with serum creatinine of 1.3 mg/dl. On follow up after 3 months, ultrasound ( Fig. 4 ) showed normal renal graft echogenicity and no hydronephrosis and also no perigraft collection. The patient was also asymptomatic with normal serum creatinine level ranging from 1.2 mg/dl to 1.4 mg/dl.
Discussion
The natural course of lymphoceles usually depends on the size of the lesion and the presence of infection. Most of them are small and sterile, discovered incidentally and usually heal by means of spontaneous resorption. However, larger one may compress adjacent structures such as the iliac vessels, bladder, ureter, or recto-sigmoid. They have the potential to impair functioning of graft by causing hydronephrosis or can manifests as abdominal distension, abdominal and pelvic pain, bladder dysfunction, [ ( F i g . _ 1 ) T D $ F I G ] [ ( F i g . _ 2 ) T D $ F I G ] constipation, tenesmus, edema of the ipsilateral leg and of the genitalia, and thromboembolism of iliac vessels. 10, 11 The various methods to treat lymphoceles include surgical drainage, peritoneal marsupialization, simple aspiration, percutaneous catheter drainage, and percutaneous catheter drainage with sclerotherapy. 7 Amongst all available methods needle aspiration has been proposed as a safe and effective therapeutic alternative to surgery 8, 9 but most studies report high recurrence rate of 80-90%, which necessitates repeated aspirations and results in a 25-50% infection rate. [12] [13] [14] [15] [16] However, success rates of 82% 16 and 79% 12 has been reported in literature with prolonged catheter drainage. Sclerotherapy of lymphoceles was first reported in 1982 by Pope et al. 17 who successfully used multiple injections of sodium tetradecylsulfate as a sclerosing agent along with multiple needle aspiration in one patient. Lymphocele sclerosis with the use of transcutaneous catheter was first reported in 1983 by Teruel et al. 6 who successfully treated two patients using povidone iodine. The mechanism of the sclerosant action of povidone iodine is unclear but appears to be similar to that of the inflammatory effects of elemental iodine on the gastrointestinal tract. 17, 18 Instillation of povidine-iodine to prevent the development of lymphoceles has also been reported. 19 In our case, we successfully treated recurrent lymphocele in renal allograft recipient with ultrasound guided cather placement and instillation of povidone-iodine, which is safe and effective.
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Conclusion
Instillation of 0.5% povidone-iodine via percutaneous drainage catheter is safe and effective treatment for recurrent lymphoceles in renal allografts recipients. 
